Strengths and limitations of this study ► Use of representative and well-designed baseline survey data on 10 892 subjects at two time points and 15 years record-linked follow-up data. ► Migration coded solely from administrative datasets allowing for more accurate, time-varying description of migration. ► Covariates were measured at fixed time points increasing the risk of misclassification. ► Non-response between the two waves was multiplicative, and those responding twice were more likely to be healthier and wealthier.
AbStrACt
Objectives To assess whether the direction of movement along the social gradient was associated with changes in mental health status.
Design Longitudinal record-linkage study using a multistate model. results Mental health selection was shown whereby individuals with common mental health disorders were less likely to move to areas of lower deprivation but more likely to move to areas of greater deprivation. Conclusion Poor mental health seems to drive health selection in a similar way to poor physical health. Therefore, funding targeted at areas of higher deprivation should consider the demand to be potentially higher as individuals with poor mental health may migrate into that area.
IntrODuCtIOn
The wider social, economic and environmental determinants of poor mental health tend to be associated with the areas of greatest deprivation. [1] [2] [3] The question often posed is, to what extent does migration explain underlying geographical differences in health. People with better health differentially migrate towards areas of lower deprivation leaving a greater proportion of those in poorer health living in disadvantaged areas. [4] [5] [6] This health selection systematically distributes people between deprivation levels, 7 however, there is no consensus as to whether this selection could potentially increase spatial inequalities in health.
The reasons for these disparities may lie in the differing study designs, settings, geographic scales as well as the data sources and specific outcomes measures. Health outcomes such as self-reported limiting long-term illness or general and psychological health [8] [9] [10] [11] may confound or mediate the relationship between migration and deprivation. In addition, age is a driver of migration with widening of inequalities in self-reported health being driven by those in middle age moving to areas of less deprivation. 12 Younger people may move for work or study, or to set up a family home, and tend to be healthier. Older people may move to live nearer family or to access care due to poor health. 13 The most widely known health selection phenomenon is the 'healthy migrant effect'.
This usually refers to the movement of individuals between countries, who are generally economic immigrants and tend to be younger and physically and psychologically healthier. 14 15 Although there is an established international effect, a similar effect relating to internal migration is emerging. Generally, internal migration is more complex and likely to be motivated by differing factors. An aspirational move up by those younger and healthier may be as likely as a move down due to worsening health or change in circumstance. Therefore, internal migration needs Open access to consider where one starts and finishes, 16 the distance moved 17 18 and/or reasons for moving. 11 18-20 The effects of this differential migration are hard to measure in the short term as residential deprivation is not significantly changed by short-term mobility. 21 Migration between deprivation fifths in the years preceding death was shown to not have altered health inequalities substantially, 13 but the trajectory may be determined earlier in life.
Mental health selection
Mental health selection refers to the differential likelihood of moving between deprivation quintiles due to differences in psychological health. 22 Most studies exploring the role of mental health and migration focus on the impact on mental health from migration, rather than the role of mental health contributing to a move. 23 24 To this end, a meta-analysis found that levels of common mental disorders within migrant communities were not associated with migration. 25 26 In relation to the likelihood of migration, poorer mental health in men was associated with a movement to areas of greater deprivation compared with those who were geographically stable. 27 A few recent studies assessed the association between mental health and migration, including the role of mental health as a reason to move. [28] [29] [30] In contrast to physical health, which tended to be better for those who move, poor mental health was more prevalent in movers compared with non-movers, particularly in those who moved to socioeconomically deprived areas. 21 31 People with poorer mental health were less likely to have their 'residential mobility preference' met, defined either by a move despite indicating not intending to move at baseline or not having achieved a desired move on follow-up a year later. 16 In addition, people with mental health problems tend to 'drift' towards poor, socially disadvantaged areas. 31 Others have argued that the reasons for a move, positive or negative, should be considered in any analysis, although these data are rare. Difficult life events (relationship breakdown, housing eviction, job loss) can influence health characteristics of migrants and their 'sociospatial trajectories', reducing the likelihood of moves to less deprived areas among people with mental illness. 11 This may therefore contribute to geographical inequalities by resulting in higher concentrations of people with mental health problems in more deprived areas. 11 We have previously shown that poor physical health was associated with a move to an area of greater deprivation. 13 The present study seeks to expand on this and to examine whether the direction of movement along the social gradient was associated with differences in mental health. To ascertain the changes in exposure to area-level deprivation, quintiles of the Welsh Index of Multiple Deprivation (WIMD), 32 a multistate model (MSM), was used allowing individuals to move between WIMD quintiles using data from a community study of health inequality set in the county borough of Caerphilly, south-east Wales.
MethODS
We have previously described the prospective cohort study, the Caerphilly Health and Social Needs Electronic Cohort Study in detail. 33 Briefly, in 2001 a stratified random sample of 22 236 individuals aged 18 years and over resulted in 10 892 respondents to a baseline postal questionnaire survey, of whom 10 170 provided valid information on mental health. In 2008, the survey was repeated, sampling the 9551 participants who still resided in the borough. Of these, 4558 participants responded of whom 4426 provided a valid mental health score. The analytical sample consisted of 10 892, with time-varying mental health and other covariates for those responding at both waves (see online supplementary figure S1 for the Consolidated Standards of Reporting Trials diagram).
Patient and public involvement
This is a secondary analysis of previously collected and administrative data. There was no patient involvement in this analysis.
Data linkage
The survey data were linked in the Secure Anonymised Information Linkage (SAIL) databank, available through Health Data Research UK at the College of Medicine, Swansea University 34 35 to the Welsh Demographic Service (WDS) dataset and the Office for National Statistics mortality files to create the electronic cohort with a 15-year follow-up period. The WDS contains the unique National Health Service (NHS) number for all individuals who register with a general practitioner, from which an anonymised linking field was generated for use as the primary key variable for record-linkage. Those in the study population were included in the WDS at the start and either remained in Wales for the study period or were censored as they died or moved out of wales. Participants who moved out of Wales and then returned re-entered the study. The time in the study was calculated based on time in Wales. 33 The electronic cohort was established to allow further analysis using all routinely collected primary and secondary care data, however, the present study only used the demographic function to follow-up on migration.
Outcome measure
The outcome of interest was self-reported mental health assessed via survey questionnaire at two points in time using the Mental Health Inventory (MHI-5) subscale of the short-form 36 (SF-36) V.2, and not through NHS data linkage. The MHI-5 has been shown to be a robust measure of the common mental disorders of anxiety and depression in the general adult population. 36 We defined a binary variable of case/non-case of common mental disorder (CMD) using a cut-point on the scale of ≤60. 37 transitions in deprivation Change in deprivation was calculated at lower super output level (LSOA) using the WIMD 2008. 32 Participants' residence, aggregated to LSOA level, at any time during the study period is recorded in the WDS, which was linked to deprivation quintiles based on the published ranks. We coded deprivation change as a move to a different deprivation quintile or staying, either not moving or a move within the same quintile.
neighbourhood cohesion
The questionnaire included a module on perceptions of the local neighbourhood, including the Neighbourhood Cohesion Scale. 38 We have previously described in detail the properties of this scale in an econometric analysis. 39 The scale comprises questions measuring cognitive aspects of social cohesion characterised by trust and reciprocity and neighbourhood attachment, characterised by feelings of belonging and a sense of community. Questionnaire responses were to a 5-point Likert scale of 1 strongly agree, 2 agree, 3 neither agree or disagree, 4 disagree and 5 strongly disagree to the question stem of "How much do you agree with the following statements about your neighbourhood?" We summed the responses to the 15 items in the scale with reverse coding where appropriate and equal weighting to create a neighbourhood score with a range of possible scores between 15 and 75.
Individual-level socioeconomic and other variables
The dataset included information on age, coded in 10-year bands; gender; migration status (defined as a move at any time during the study period); Registrar General Social Class (I and II, III non-manual, III manual, IV and V, other); employment status (employed, seeking work, student, home/carer, permanently sick or disabled, retired); housing tenure (owner-occupier or not); council tax band (A (lower property value), B, C, D, E, F-H (higher property value), F-H (combined due to small numbers)); gross household income, dichotomised above and below the UK definition of poverty of 60% of median income (National Statistics, Department for Work and Pensions, 2011); smoking status (daily, occasional but not every day, used to, never smoked) and physical health (quartiles derived from the physical component score from the SF-36).
Analysis
All analyses were performed in the secure SAIL gateway using Stata V.15 40 and R. 41 We first derived descriptive statistics for the demographic, socioeconomic, health status and perception of neighbourhood variables. We described the proportions for the covariates across the WIMD quintiles (table 1) with column percentages describing the distribution of individuals within WIMD quintiles across the covariate groupings. We also tested for trend using 'nptrend' in Stata. Trends were defined by differences in the proportions across WIMD quintiles grouped by the categorical covariates. The sample population consisted of 10 836 (56 (0.5%) of the sample could not be matched to WIMD quintile) individuals. All individuals had at least one observation of their mental health, while 4426 people had two mental health observations. The model then tested the association between their one or both observed mental health state and their subsequent moves. WIMD quintiles were known for each move. There were a total of 21 168 moves ranging between 1 and 12 per person over the 15-year study period from 2001 to 2016. An initial analysis tested and found no interaction between gender and age, therefore further analyses were not undertaken separated by gender or age group.
To estimate the effect of migration between and within WIMD quintiles, an MSM was used. An MSM is defined as a model for a random process, which at any time occupies one of a set of discrete states. The state structure specifies the states and which transitions from state to state are possible. MSMs use Markov processes, whereby for an observed state, a future state depends on the present state, but not on earlier states. 42 In an MSM, the transition intensities provide the hazards for movement from one state to another.
The MSM method counters any potential ceiling and floor effects, as they explicitly and naturally condition on the current state occupied so that, for example, the chance of a positive increment is zero if an individual is already in the 'uppermost' state. By contrast, incorporating such dependence on current state into traditional linear (say) models is challenging, because the expected increment must change both its mean and its variance to reflect the structural knowledge that a positive increment is impossible.
The present MSM used the five exclusive WIMD quintile states (figure 1). Coefficients, representing the risk of moving from one state to another, were computed using the maximum likelihood method. The modelling included the covariates of gender, age group (in 10-year bands), neighbourhood cohesion, social class, employment status, housing tenure, council tax band, poverty status and physical health. The model was fitted using R V.3.5.0 software, 41 and the 'msm' package V.1.6.6. 43 Missingness within the data ranged between 12% and <1%, however standard multiple imputation methods are very difficult to carry out for MSMs when the observed data contain longitudinal response data with random lengths and unequal spaces. 44 Therefore, to minimise the likelihood of this we included the missing categories for the covariates in the analysis (for comparison of association with mental health at baseline with missing categories vs imputed data, see the online supplementary appendix).
Open access
reSultS Table 1 shows a general trend of social disadvantage whereby those in areas of greater deprivation (higher WIMD quintiles) are less likely to be employed, more likely to be in poverty, experience worse mental health and lower social cohesion. The number and direction of transitions shown in table 2 suggest that the majority of individuals either did not move or moved within the same WIMD quintile and that move likelihood was inversely correlated with WIMD differential. Table 3 shows the likelihood of suffering from a common mental health disorder for those who moved. Each transition is examined while holding all covariates as well as all information on those who either moved or did not at a constant. We see that those transitions to areas of greater deprivation are associated with worse mental health and vice versa. This means that those with CMD are more likely to move to areas of greater deprivation, with this being largest for a move from the second least deprived to the most deprived quintile (HR=1.986, 95% CI=1.279 to 3.082). Those with a lower likelihood of having CMD were associated with a transition between the middle third to the first least deprived quintile (HR=0.678, 95% CI=0.468 to 0.983).
DISCuSSIOn
The purpose of this study was to investigate to what extent poor mental health influences selective migration. The analyses showed that overall those with poor mental health were more likely to move to areas of higher Open access deprivation. In terms of health selection, mental health is an important factor. Overall, those who moved are more likely to move to areas of less deprivation, and this effect is much greater among those without a common mental disorder, supporting the healthy migrant effect. The present findings provide support for the health selection hypothesis, which suggest residing in or moving to areas of higher deprivation is a consequence of poor mental health. This then leads to an increased concentration of those with poor mental health in areas of higher deprivation. This effect remains after controlling for several social and economic factors and physical health status. Previous research has highlighted physical health as a driver of health selection and this study adds to the growing body work implicating mental health in this as well. The present study suggests mental health has an effect over and above that of physical health.
Our results suggest differences may arise as individuals with poor mental health migrate into more deprived geographies and those with better mental health migrate out. While international migration has been considered from a health perspective, too little empirical work has addressed the relationships between health and migration within countries. Longitudinal data on individuals are critical to understanding the actual changes in mental health in different geographies, allowing assessment of changes in mental health in those that remain in the same communities and those that migrate. Migration must also be considered when assessing the impact of population health measures to improve mental health. Successful interventions may result in migration out of areas to more affluent areas while migration of those with poor mental health into more deprived areas may confound accurate assessment. The relationship between poor mental health and movement into more deprived communities should be considered when allocating funding for mental health interventions to different areas. More deprived areas requiring funding address mental health issues in their current residents and may require resources to address a steady stream of individuals with poor mental health that may migrate into that locality.
The main strength of the study is that we have representative baseline survey data on 10 892 subjects covering a comprehensive range of topics including socioeconomic position, health status and perceptions of neighbourhood at two different time points with 15 years' follow-up. Using the NWIS anonymised linking fields split file method, 34 35 we have achieved record-linkage to the WDS to ascertain migration status. Several limitations should be considered. First, we are dependent on the validity of the administrative datasets used to derive the migration events and we were constrained to using these datasets as supplied by the data owners. Second, the explanatory variables were measured at two time points when the outcome, residing WIMD category, could vary freely. Therefore, there was potential for misclassification bias, where some subjects will have changed mental health status at time points other than the two waves. However, as status could change in any direction, it is unclear in which direction any bias would operate. Third, as with all surveys non-response plays a part, and with two waves this is multiplicative. Those responding tend to be healthier and wealthier, but higher rates of attrition from some subgroups are an unavoidable part of population surveys. Finally, only 93.4% of the total sample were able to be matched confidently to the WDS data, however, given that we are using administrative data for this analysis it is likely that these are random, so the risk of selection bias is probably quite low.
COnCluSIOn
Our findings provide evidence for mental health selection and that the pattern of the effect is like that of physical health. Those moving to an area of greater deprivation were more likely to experience common mental health disorders. Therefore, any potential funding targeted at areas of higher deprivation should consider the fluidity Open access of the population. The findings suggest that demand for services may be greater than originally thought due to the flow of those with poor mental health into areas of higher deprivation.
twitter Mark A Bellis @markabellis Contributors GG undertook the analysis and wrote the first draft. AG coded the changes in migration status. DF helped design, undertake and interpret the analysis, LT extracted the data and coded all the events, SP, ARD and MAB conceived the study. All authors provided comments at each draft and approved the final manuscript.
